Introduction: Defining clinical frailty is now recognised as essential at the hospital front door in order to triage patients effectively. If the correct frailty score is used it should be possible to identify those patients who will gain most benefit from comprehensive geriatric assessment led by geriatricians. Method: Having used the Rockwood Clinical Frailty Score over the last few years within our elderly medicine department, it became clear that a large percentage of the patients identified as frail by the score were still not receiving appropriate inpatient care led by geriatricians. This led to our development of a new Frailty Scoring Tool based on a similar tool being using at Hull Royal Infirmary, based on the frailty tool developed by Healthcare Improvement Scotland. Applying this to our current patient cohort has allowed us to identify numbers of patients with moderate and severe frailty who would benefit from geriatrician led assessment, and map numbers of beds required on our planned Older Persons Assessment Unit as part of the Future Hospitals Programme of the Royal College of Physicians. Results: The burden of frailty was assessed over a week in March 2016. During this period 851 individuals over the age of 65 were seen in the Emergency Department. Of those presenting with frailty markers admitted to Medicine, 41.9% presented with confusion or had known dementia. 23% were from care homes either residential or nursing homes. 18% had carers more than three times a day. Of those with frailty admitted to medicine, 19.8% presented with fragility fractures and 32.3% presented with falls.
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Results: The burden of frailty was assessed over a week in March 2016. During this period 851 individuals over the age of 65 were seen in the Emergency Department. Of those presenting with frailty markers admitted to Medicine, 41.9% presented with confusion or had known dementia. 23% were from care homes either residential or nursing homes. 18% had carers more than three times a day. Of those with frailty admitted to medicine, 19.8% presented with fragility fractures and 32.3% presented with falls. Using our new Frailty Scoring Tool we analysed the burden of frailty over a week in August. Similar results were seen as with the initial March analysis. We also examined the conversion rate for emergency attendance to admission stratified by frailty severity. Calculation of average admission rates for those with moderate and severe frailty was also undertaken. These figures have allowed re-evaluation of the bed numbers required at Acute Hospital Reconfiguration planned in May 2017. Discussion: It is clear a pathway is needed to help staff identify those who are most appropriate for a frailty service. Minimal access to eFi in the acute setting means that a screening tool is needed to ensure patient safety.
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